Health,
% Welfare
‘Public

THE DIVISION OF HEALTH OF MISSOUR|

STANDARD CERTIFICATE OF DEATH

Service

dard nomenclature in item 18, Mo symptoms will ba listed.

n

All diseases in Part | must be causally related.

Doctor, coroner, etc. must use only sta

agistration District No.

Primary Ragistration District No.
e puiiinly

093-015321

STATE F|L521:\BE&0 8
Reg_isfror' 0

ri

. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f institution: Residen b;efou
a. COUNTY a. STATE MiSBO“ri b. COUNTY Od"ﬁ)?é‘)
b. CITY {(If cutside corporate limits, give TOWNSHIP only) Inside Limits c. CITY Inside Limits
tow  ST.LOULS,MO. Yos (5] o ] T St.Louis Yes[@ Mo
c. FULL NAME OF {If NOT in hespital, give location) | Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
o mariutionST.LOULS CITY HOSP,.|#1, ADORESS 2008 Franklin Yes O Nl
3. NAME OF DECEASED First Middle Lost 4. DATE Month Day Year

{Type or print}

PAULOS A.LIOUSA A/K/A

X0 PETER TOENY

oeatw  APRIL 16, 1959

5. SEX 6. COLOR OR RACE

Male ¢l White

7. 1e0[]]
i ::Dgﬁ%%f%%?cszﬂ

8. DATE OF BIRTH

June 15, 1890

9. AGE {In ysars JFUNDER i YEAR

IF UNDER 24 HRS.

Months | Days

lagslrvhdny)

Hours l Min.

10a. USUAL OCCUPATION (Give kind of work done

10b. KIND OF BUSINESS OR

11. BIRTHPLACE (City and state or country)

3’ 12. CITIZEN OF WHAT COUNTRY?

durin t of king |ife, svan if reticed) INDUSTRY
*BercBant = Nestorion, Greece Unimown
13a. FATHER'S NAME Anthony Liousa 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Anna  Unknown Unavailable
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.[ 17. INFORMANT Address
(Yws, no, o unknawn}| (If yes, give war or dotes of service)
g e e v dees Unknown City Hospital Records

USE ONLY BLACK INK OR RIBBGHN TYPEWRITE IF POSSIBLE

PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o) _s,

18. CAUSE OF DEATH (Enter only one cause per line for {a), (b), and {¢}.}

2 ‘&/ /)( Cheg fl‘//é{/ﬁf

INTERVAL BETWEEN
ONSET AND DEATH

Condltions, If any, DUE TO (b)
w::ch gave rise l)u }
cbove couse ({g), j 3
tatl h der-
z Iying "covee loar. ) DUE TO () AN
E PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reluted to the terminal dlsease condition glven In PART | {a) 19. :’égpug&gg;(
E W&aﬂn a St ﬂ—ﬂca—-wf—f &« / YESﬁNOD
% | 200. ACCIDENT SUICIDE HQMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1) of item 18.) L
("]
v O [ &
51 20c. TIMEOF _Howr Menth, Day, Year
o INJURY a.m.
‘% p.m.
204. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor ubouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, factory, street, office bidg., eic.)
WORK AT WORK

L/2/59

21. | attended the deceased from

]

h/lé/SL_ and last .haw t"‘:, alive on h./l6/59

Death occurred gt 3P M m on the date stated above; ond to the bast of my knowledge, from the couses stated.
(Degroe or titie) 2 22b. ADDRESS 22c. PATE SIGNED
N 1515 LAFAYETTE AVE 17/59
Z3a. BURIAL, CREMAFTON, | 230 DaTE A 23c. NAME Of CEMETERY OR CREMATORY 234, LOCATION (City, town, or county) {Stote)

: Y 1y

L=2h=59

Stl.Matthews Cegetery

StoLouiB,MOo

24. FUNERAL DIRECTOR ADDRESS

Albert H.Hoppe,4700 Washington Blvd,

25 DAT Enﬂﬁ(ﬁ}. i’f 30 ": g.g EG.

AT

{Licensed Embelmer's Statemant on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

DY M@, OF DY riiiiiiiiiiete e eieie e e e sereet s esesrenra e s saseearan e aeeerrraannan e ., Student Embalmer No. ...c.covvuuennnnn..

working under my personal supervision.

Student ...oovviiiiiiiiir e e

Signed ........... %Ct/%({//éwfﬁ«/
Signature of Student Embalmer

be ]

L . ~ Licensed Embalmpetr No L,(a,_f?,/
P. O. _AddressL....Q’.‘:‘.’.&fﬁfl /‘7’(4

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure

to comply with the ebove constitutes grounds for revocation of license).
If embalmed by 4 STUDENT, he also shall sign in his OWN handwriting.~ — T
If this body is not embalmed, fact should be so stated above. i _ B



